| QUIZ QUESTION: WHAT IS THE DIAGNOSIS AND MANAGEMENT?
A 33-year-old woman with a history of deceased donor kidney transplantation 16 months prior was admitted for acute kidney injury with a serum creatinine of 8 mg/dL (baseline~1.3). Her maintenance immunosuppressive therapy (IST) consisted of mycophenolate mofetil, tacrolimus, and prednisone. Her early post-transplant course was complicated by BK viremia that resolved with reduction in IST. This time, BK virus serology was negative and she was empirically given methylprednisolone 1 g/d for 3 days for suspected rejection. She later developed fever and hematuria and deteriorated despite receiving broad-spectrum antibiotics. Serum adenovirus polymerase chain reaction (PCR) was positive with 10 million copies/mL. Allograft biopsy demonstrated severe interstitial inflammation with tubulitis, suggestive of acute cell-mediated rejection (Figure 1, top panel) . Immunohistochemistry staining was negative for adenovirus.
Her respiratory status worsened, and adenovirus PCR was positive in bronchial washings and in the urine suggestive of adenovirus pulmonary and renal allograft involvement. Mycophenolate was held, and she received treatment with intravenous immunoglobulin and cidofovir. Adenovirus PCR in the blood was undetectable after three doses of Cidofovir 1 mg/kg. Patient clinically improved, and creatinine was 1.5 mg/dL at discharge, which retrospectively confirms the diagnosis of adenovirus nephropathy. A repeat biopsy at follow-up visit showed mild interstitial fibrosis and tubular atrophy (Figure 1, bottom panel) .
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